In his groundbreaking book, The Innovator's Prescription, Christensen 1 proposed that today's healthcare system screams for disruptive innovation. Despite the need, introducing new innovation is not without challenges. Rogers, 2 in his work on the diffusion of innovation, noted that implementing innovation is a difficult process even when a new idea may have obvious advantages. When the American Association of Colleges of Nursing (AACN) introduced the Clinical Nurse Leader (CNL) pilot project in 2004, it was the first time in more than 40 years that an attempt was made to introduce a new role to the profession. 3 The CNL role was designed to address many concerns related to patient care in the current healthcare delivery system. These concerns include a need for more effective clinical problem solving, better coordination at the point of care, stronger interdisciplinary relationships, and more rapid implementation of evidence-based practice findings at the patientprovider interface. 4 The project has now evolved to include many partnerships in the 4 geographic regions in the United States. 5 The first CNL students have graduated, have taken their certification examination, and are now in practice. An evaluation framework has been developed for the project using a balanced scorecard approach that considers financial, satisfaction, quality/internal processes, and innovation. 6 Interest in the CNL role is building nationwide as nurse leaders face a healthcare environment where reimbursement is shifting to focus on patient outcomes, many of which are nursing sensitive.
From a historic perspective, discussions about the need for the CNL role began in 2002 when AACN convened groups of stakeholders to discuss what changes were needed in nursing education to prepare nurses with the competencies to work in the current and future healthcare system. 7 Participating nursing leaders were urged to think completely out of the box as they looked at the issues and challenges of today's healthcare delivery system. There was consensus that it might be time to consider a new role for nursing and that preparation should be at the graduate level. The discussions ultimately led to the design of the CNL role and the initiation of the CNL pilot project. In research conducted with early adopter nurse leaders to assess why they were involving their organizations in the CNL project, Sherman 8 found that key factors included a desire to improve patient outcomes, promote the professional development of staff, and enhance physician-nurse collaboration. The introduction of the CNL role was viewed as an opportunity to keep the best and brightest nurses at the bedside particularly in medical-surgical settings by offering career advancement for nurses who complete graduate programs.
Early evaluation measures on the CNL project reported from clinical partner sites in the literature indicate that many of the desired outcomes are being achieved. 9 CNLs are expected to be lateral integrators who coordinate and facilitate the multiple services and disciplines that impact the patient with a goal of reducing fragmentation in the patient experience. 7 Hix et al 10 reported statistically significant outcome improvements in 5 diverse microsystems where CNLs were assigned to provide clinical leadership. The Department of Veterans Affairs was an early adopter of the role. Leaders in participating VA Medical Centers have noted a reduction in patient cancellations for selected procedures, prevention of patient falls, a reduced incidence of pressure ulcers, improved discharge teaching, and a reduction in ventilator-associated pneumonias. 6 Hartranft et al 11 described positive outcomes achieved with CNL role implementation in an acute-care setting including improved patient safety, increased physician satisfaction, better nurse retention, and an increase in nurse professionalism on units where CNLs were assigned. Stanley et al 12 published findings from 3 CNL role implementation case studies. Common outcome findings from the 3 cases included an improvement in Centers for Medicare & Medicaid Services core measures, increased patient satisfaction, improved physician collaboration, better care coordination, increased nurse retention, cost savings, and decreased patient length of stay.
As with every new innovation, the introduction of the CNL role has not been without controversy. Critics from both academic and practice settings questioned the need and wisdom of introducing a new role to the profession at this time. [13] [14] [15] There were considerable ambiguity and uncertainty as nurse leaders in organizations involved in the pilot project began to introduce this new role into practice settings. 16 Kotter 17 in his work on change has noted that the challenge with any new organizational innovation is creating enough of a sense of urgency to move it from the design phase to successful organizational implementation. As they entered practice, the early CNL students were indeed pioneers. Their experiences provide many lessons learned in introducing innovation.
Study Design
This was a qualitative study using an interpretative phenomenological analysis approach as described by Smith. 18 The aim of the research was to explore the role transition experiences of the 71 CNLs who were interviewed for this study. A semistructured telephone interview that consisted of 9 open-ended questions ( Figure 1 ) was used by the investigator. The questions used in the study were developed by the investigator with input from nurse leaders on an advisory board recommended by the CNL project leaders from AACN. Institutional review board approval for the study was obtained from Florida Atlantic University.
Sample
The investigator sought to interview certified CNLs nationwide who were working in the role in practice settings. With the assistance of the staff from AACN, certified CNLs on their listserv were invited through an e-mail from the investigator to participate in the research if they met the study criteria. At the time of the study in 2007 to 2008, there were 500 certified CNLs, but many were not yet working in the CNL role. All eligible participants who volunteered for the study were interviewed, with the exception of CNLs who were graduates of the program coordinated by the investigator. The final sample included 71 certified CNLs representing all 4 regions of the United States. Demographic information on the study participants is presented in Table 1 .
AACN pilot project guidance recommended that CNLs should be salaried and report to the nurse manager of the unit where they were assigned. In this sample, 87% were salaried, but only 43.7% reported to their nurse managers. The remainder of the sample reported to nurse leaders at either the director or CNO level. There were multiple educational pathways to become a CNL at the beginning of the project. In this sample, the majority (n = 46) had attended traditional master's programs. Eighteen of the CNLs had challenged the CNL examination, an option that was available during a short window of time at the beginning of the project to RNs with an MSN who served as preceptors for CNL students. Although a large number of certified CNLs have attended entrylevel CNL master's programs, only 5 CNLs with this educational preparation met the criteria for inclusion in the study.
Data Collection and Analysis
Telephone interviews were conducted with the 71 CNLs at a mutually agreed-upon prescheduled appointment time. One hour was scheduled for each interview. With participant consent, the interviews were taped and then transcribed. The investigator began with the list of questions from the interview guide ( Figure 1) and did an open reading of text, writing memos and highlighting statements that seemed essential to the experience after each interview. Highlighted phrases with similar meanings were grouped into coded categories and then into themes ( Figure 2 ) that most strongly captured the CNL role transition experiences. An expert consultant from Research Talk, a nationally known qualitative analysis research firm, reviewed a sample of the transcripts, code categories, and the themes developed for methodological rigor. To further validate the themes and other key findings that emerged from the study, the investigator presented and discussed the research with CNLs and others involved in the project at 5 conferences during 2009.
Study Themes
Five major themes using language taken directly from study participants were identified from the research to form a framework designed to explain the CNL role transition experience and their lessons learned in innovation ( Figure 2 ). These themes included the following: staying at the bedside, explaining who we are, keeping things from falling through the cracks, proving our value, and cautious about the future. Staying at the Bedside Many of the CNLs in this study had not considered going back to school for a graduate degree prior to entering a CNL program because they loved working with patients at the bedside. One CNL described her decision to go back to school as ''something I needed to do because I am passionate about bedside patient care and never had any desire to be an educator, a nurse practitioner, or an administrator.'' Another CNL talked about her desire to expand her professional role in her current setting: ''I wanted to be a nurse at the bedside but I also wanted to do moreI. I felt the CNL role would allow me to practice at a higher level, and it has.'' In their staff nurse roles, the CNLs described themselves as being very task driven. They wanted more freedom in how they spent their time and felt the CNL role did allow them more control over their day and more time with patients. Many commented that when they finished their initial nursing education, they thought that they would be functioning in a role more like CNL. It is what they thought nursing would be but quickly learned it was not. When a chief nursing officer (CNO) introduced the role to staff and asked for volunteers, one CNL knew it was a role meant for her: ''I read the whitepaper, and I said Fbingo,_ this is what I have always wanted to do.'' Many of the CNLs worked in settings where nurse leaders or educators approached them and asked them to consider piloting the role in their organization. One CNL talked about her CNO coming on the unit to see her: ''I never had a conversation with her in the past about my careerVshe came to see me and told me I would be a great candidate for thisI. . I was overwhelmed that she had noticed my work and taken an interest in my future.'' Another CNL described herself as being intrigued with the role because it was such a good fit with her skill set as an experienced charge nurse but concerned because she was 20 years out of school. She reflected, '' they had more faith in me than I did in myself, but I decided to do it because I really wanted to lead clinically at the bedside.'' Explaining Who We Are The Reverend Martin Luther King is frequently quoted for his observation that ''faith is taking the first step even when you don't see the whole staircase.'' 19 The CNLs in this study took these first steps and found themselves trying to navigate a new role while at the same time trying to explain it to others. Interview participants seemed to enjoy the experience of being the pioneers but most acknowledged that they had no idea how challenging it would be to implement a new role in practice settings. One CNL described how there were few volunteers to return to school and pilot the role in her organization: ''A lot of staff did not want to be in the first group, which was understandable. It has been very hard to be a pioneer.''
Most of the CNLs wished that more had been done in the profession to explain the role before it was introduced. The CNO practice partners were advised by AACN to create what Kotter 17 described Figure 2 . Study themes.
as a sense of urgency to introduce the need for the CNL role. The CNLs reported that this did not happen in most of their organizations. Some organizations had nursing leaders who were very engaged in all aspects of the pilot project, but others had little communication with their staff about the role prior to implementing it. Several CNLs began in the role without an organizational position description, and there were confusion and role overlap with other staff on the unit. One CNL remembers being confronted by staff with the question: ''What are you doing hereI you don't have a patient assignmentI are you the chart police?'' Many CNLs reported that they had a 3-minute ''elevator'' speech about the role that they gave at least 10 times each day.
Keeping Things From Falling Through the Cracks
The CNLs felt strongly that their presence on the units 5 days a week significantly improved the coordination of care for patients and kept things from falling through the cracks. As CNLs, they know the patient's story in a way that they never did in their staff nurse positions working 12-hour tours. One CNL noted, ''Patients will say that the last time they were hereI and then they will give me a laundry list of things that went wrong for themI missed consults, infections, problems with dischargesI sad stories, and then they say, but this time it was greatI and I feel I have done my job.'' Although physicians and other interdisciplinary team members may have been initially skeptical about the role, they came to appreciate the information that CNLs have about their patients and their ability to get things done in the organization. One CNL noted, ''The doctors ignored me at first, but now they all want to admit their patients to this unit, and they tell me it is because of the CNLsVthey have a higher comfort level knowing that we know the patients well.'' The CNLs also reported that they keep systems issues from falling through the cracks. As staff nurses, they routinely worked around systems issues so they completed their tasks in a timely way. As CNLs, they recognize the importance of fixing problems that they see routinely happening on their unit. One CNL reported that she has learned that ''process problems are rarely confined to one unitI you start talking with other units, and you learn that the problem is hospital-wide.'' New nursing staff and novices can feel easily overwhelmed in today's acute-care environment. The CNLs interviewed were passionate about their responsibility to nurture new staff and to help them so they avoid making mistakes. A CNL observed, ''The floors are so busy that it is sink or swim basically. Our ratios are good, but our patients are really sick. New staff get overwhelmed easily and feel very lost in the system. We work very closely with them.'' Proving Our Value CNL academic programs emphasize the importance of demonstrating the value of the role in the practice setting, but the reality of proving value is more nuanced. The CNLs in this study were able to clearly articulate many positive outcomes ( Figure 3 ) that they have helped achieve in their settings. They acknowledged, however, that they are part of a microsystem, and few were willing to take full credit for any of the outcomes that they described. The CNLs reported that after an initial period of adjustment usually lasting about 6 months, unit staff began to see the value in the role. One CNL described her transition experience, ''At first there was a lot of resistance. I just pushed through it and remained confident about my abilitiesI eventually the staff came to realize what a benefit I was and now don't want me to take a vacation.'' Most organizations did have some specific patient care outcomes that the CNLs were accountable to monitor and address, although these were different across settings and sometimes even within organizations. Some outcomes such as improvement in core measure compliance, increased patient satisfaction, staff retention, or a reduction in the length of patient stays could be easily quantifiable into dollar impact on the unit or hospital budget. The CNLs looked for what one described as ''high-impact initiatives with a significant ROI to the unit'' such as better management of congestive heart failure patients. One CNL described how she had already paid for her salary for the year by reducing the length of stay on her unit. CNLs reported that practice on their units of assignment was more evidence based with their guidance. Several CNLs felt their work was instrumental in the Magnet A journey of their organizations. The CNLs reported other areas where they created value such as improved end-of-life counseling, fewer near misses, increased staff professionalism, and better communication with physicians that were significant but more intangible benefits of the role. CNLs talked about times that physicians on medical-surgical units held off a transfer to a criticalcare setting when a CNL was on the unit because they had confidence that the patient was being monitored. Unfortunately, in environments focused on cost containment, many CNLs described that there was often a failure to see the value in some of these less tangible contributions. One CNL commented, ''Our CEO does not want to hear what did not happen because we are hereI it is just like the healthcare system in general where prevention is not valued.'' There are constant challenges for the CNLs to stay focused on their role and not get drawn in to do direct patient care when a unit is short staffed. Several spoke about worrying about taking time off when they were the only CNL on the unit. Some of the CNL role pioneers were told by their nursing leaders that the success or failure of the role in their organization was contingent on them being able to prove their value. One CNL reported, ''I was told that I was the test case, and it was up to me to prove that this role was needed.'' Cautious About the Future The CNLs interviewed felt strongly that their role is needed in today's healthcare environment. They recognize the ability to sustain the role is linked to the financial viability of their organizations. Although they reported being encouraged about the impact of a pay-for-performance climate in healthcare today, the downturn in the economy made them very cautious about the future. One CNL described her role as ''a marvelous innovation, but I just don't know if the workplace is really ready for itI people seem pretty happy with the status quo.'' CNLs working in the Department of Veterans Affairs were the most confident about the continuation of the role because their organization had made a systems commitment to role implementation.
Many CNLs expressed concern that the role was being implemented so differently even sometimes within the same organization. Examples of the differences included the number of units/patients a CNL was assigned to, role expectations, and specific outcomes that the CNL was held accountable to meet. A CNL observed, ''The role is so multifaceted that organizations are using it very differently, which can be a problem when you are trying to gain acceptance.'' Some CNLs had seen that the enthusiasm for the role significantly declined when there were changes particularly at the CNO level. One CNL described the transition of going from a CNO who was very active in the CNL project nationally and an early adopter of the role in her department to a CNO who never met with the CNLs and had advised them that the role was under review.
The CNLs interviewed were very confident about their own future. They saw themselves as having, in the words of one CNL, ''a phenomenal skill set'' that would make them invaluable to an organization in a variety of positions. There were few regrets about pursuing the CNL role, and many had recommended the role to other interested staff. They were proud of their success in pioneering a new role.
Other Key Findings
The CNLs shared other important observations about their experiences. Most were satisfied that their education had prepared them for the role. Many of the CNLs interviewed were members of the initial cohorts in their programs and bonded closely with their peers and instructors. For some, returning to school while working full time was difficult. Others received considerable financial support and time off from their organizations for volunteering to pilot the role. Several talked about how they grieved the loss of their staff nurse position. One CNL described that it was hard to leave the role because ''I was wired to be a staff nurse.'' As staff nurses, they reflected their time had been very task driven. As CNLs, they needed to learn to organize their time to maximize their impact. Working with staff on their units, they needed to gauge when to ''jump in and when to step back.'' They learned the importance of self-restraint to keep their emotions and impulses under control. One CNL described her lessons learned, ''I would initially have a knee-jerk reaction to want to fix thingsI you become everything to everybody, but the reality is that it is all much bigger than I am, and I learned this.'' They were often asked to join task forces and committees. Remaining unit based to work with staff and patients was challenging in organizations that wanted to use their talents for other activities.
Initially for most CNLs, acceptance by staff was a major challenge even when they transitioned to the role on their own units. They appeared to understand the need to connect with staff. Most recognized early in their transition a need to find common ground with staff, capture their interest in the project, communicate frequently, inspire staff in their own professional endeavors, and be authentic in their own role. 20 One CNL describe it as ''a balancing act where you need to start off softly and gently because your role will initially offend everyone.'' Over time, these feeling shifted to some staff telling their managers, ''If you get rid of the CNL role, I don't want to work on this unit.''
The relationship between the nurse manager and the CNL was a key success factor in the successful introduction of the role. Many of the CNLs reported very close relationships with their managers who had volunteered to pilot the role on their units. These managers often saw themselves as administrative managers and the CNL as the patient outcomes manager. The CNLs on these units helped the manager create what Mackoff 21 describes as a line of sight to the patient that she found in her research is critical to long-term nurse manager engagement. Some CNLs reported that they were assigned to units to help nurse managers who were struggling in their roles and had no choice in the decision to have a CNL on the unit. These partnerships generally did not work well. The CNLs reported issues with professional jealousy and, in some cases, wide discrepancies in knowledge and education where the manager had not furthered his/her education. CNLs on units with these issues often asked for reassignment to another unit or the reporting structure was changed to a higher level in the organization. Despite challenges like this, they told stories that demonstrated an enormous determination to be successful and resilient when they encountered obstacles.
At a national level, there was concern at the beginning of the CNL pilot that there would be role overlap and conflict between the CNL and the clinical nurse specialist. 15 Fifteen of the CNLs interviewed worked in settings that also employed at least 1 CNS. Three of the CNLs interviewed were CNSs who had challenged the CNL examination and elected to pilot the CNL role in their facility. With the exception of 1 site, the CNLs interviewed felt that they had excellent relationships and mutual support with the CNSs in their organizations. Most of the CNSs were not assigned to units but followed patients throughout their facilities. One CNL acknowledged that ''there was some animosity at first, but we worked it outVthere is enough work for everyone.'' In a health system setting, large medicalsurgical units had 1 CNL and 1 CNS, and the CNLs interviewed felt it was a great model with a specialist and generalist to support patients and staff.
Limitations and Discussion
Porter-O'Grady and Malloch 22 observed that the issue in most organizations is not the capacity to innovate but rather the skills to coordinate, integrate, and facilitate the innovation. From the perspectives of the CNLs interviewed, this observation rang true in their transition experiences. Many of the obstacles and challenges described were not in the conceptualization of the role or in the academic preparation but rather in the implementation in organizations. Most CNLs in this study, wished that a better job had been done at the organizational level to introduce the role more effectively and redesign care to facilitate the innovation. In organizations that were highly successful with the innovation from the CNL perspective, the involvement of the CNO and unit manager as champions of change was a key factor.
This study captured the experiences of CNL pioneers at the beginning of the pilot project, a snapshot at one point in time that will not be replicable. This is a study limitation. The role transition experiences of the CNLs who follow them are likely to be different as the role gains professional acceptance and more CNLs enter practice. This research looked at the role transition from the perspective of the CNL role. CNOs and nurse managers were not interviewed, and their perceptions about the CNL role transition in their organizations could be different. All but 4 CNLs in the sample worked in acute care, primarily on medical-surgical and critical-care units. With healthcare reform, there may be more opportunities for the CNL in the future to move into communitybased practice settings.
During the time frame of the study, few of the CNLs who graduated from entry-level master's programs were working in a CNL role. Only 5 of the many CNLs from these programs who contacted the investigator met the criteria for inclusion in the study. Further study of this group of CNLs to explore their transition into the role is recommended.
Conclusion
The editor of the Harvard Business Review recently suggested that most hospitals are designed for the 19th century, and most patients with complicated problems do not receive coordinated care. They called for a revolution from within. 23 For some nursing leaders, the engagement of their organizations in the CNL pilot project was part of that revolution from within. There were many lessons learned in innovation in this study that can both help to inform nurse leaders about introducing major changes in their organizations and guide future CNLs in their role transition. The jury is still out on the long-term success of the CNL role, but the pioneer CNLs who are in the role are confident about their impact in their practice settings and optimistic about their future.
